An unusual case of blunt traumatic pulmonary artery pseudoaneurysm detected within a day 在一天之內檢測到的一個罕見的鈍性外傷性肺動脈假性瘤 SR Yeom 廉釋蘭, MK Min 閔門基, SH Lee 李成和, SW Park 朴星昱 Chest trauma can injure intrathoracic vessels, usually affecting the aorta and arch branches; however, a traumatic pulmonary artery pseudoaneurysm (PAP) has been reported, albeit relatively rarely. Blunt chest trauma as an aetiology for a PAP is even more rare than penetrating chest trauma. There is usually a time delay from several days to several months between injury and detection of a PAP. Traditionally, operative management has been recommended because of the risk of PAP rupture. Here, we describe an unusual case of a PAP following blunt trauma that was detected early on computed tomography, 8 hours after injury, and the PAP resolved with conservative management. (Hong Kong j.emerg.med. 2012;19:292-294) 
Introduction
A traumatic pulmonary artery pseudoaneurysm (PAP), also known as a pulsatile haematoma, is a very rare thoracic vascular complication. A pseudoaneurysm results from leakage of blood from an artery into the tissue around the damaged artery forming a sac. A pseudoaneurysm differs from a true aneurysm in that it is an extravasation of blood flow outside the artery, whereas a true aneurysm is a circumferential thinning or weakness of all three layers of the arterial wall. Rupture of a PAP may cause massive haemoptysis, a life-threatening condition requiring emergent intervention. A PAP should be part of the differential diagnosis in cases in which trauma patients present with haemoptysis or focal lung opacity on subsequent chest imaging
Case
A 28-year-old man, with no known medical history, was injured in a car accident and was transported to the nearest emergency department (ED). During the initial evaluation, chest computed tomography (CT) revealed multiple rib fractures, a lung contusion, and a haemopneumothorax of the right and left thoracic cavities ( Figure 1 ). An abdominal CT showed fluid collection around the liver, both kidneys, spleen and in the retroperitoneal space. A liver laceration, left kidney infarction, and a pelvic bone fracture were also evident. After emergency treatments, including endotracheal intubation, fluid therapy, and tube thoracostomy insertion on both sides, the patient was sent to our ED due to unstable vital signs.
Upon arrival, the patient was in a stuporous state; his blood pressure was 80/40 mmHg, pulse rate 120 beats/ min, and body temperature was 36.0°C. On physical examination, multiple superficial abrasions on the forehead, chest, and lower leg were noted. Bleeding was observed from a scrotal laceration, so direct pressure on the bleeding wound was applied. Continuous drainage of blood at a rate about 70 cc/ hour was observed for the left chest. Large volume of Ringer's lactate fluid was administered rapidly and packed red cells and fresh frozen plasma were also transfused. We performed additional X-rays and CT scans of the head, chest, and abdomen. The head CT was negative for intracranial haemorrhage or a skull fracture, and the abdominal CT findings were similar to those taken previously. A chest X-ray revealed diffuse bilateral lung field haziness. A 2.12.0 cm, contrastenhanced, round lesion had newly formed next to the pulmonary artery and the descending aorta on the Chest CT (Figure 2 ). The patient was transferred to the operating room for an emergency left thoracotomy and scrotal laceration repair. A pseudoaneurysm was found as a pulsatile haematoma arising from the left pulmonary artery and bleeding was observed from the lung. The lung laceration was repaired, but the PAP was not operated, due to risk of rupture and the difficulties of the surgical procedure. After the scrotal laceration was repaired, the patient was admitted to the ICU without other interventions for the PAP. The patient was managed conservatively for pain, heart rate, and blood pressure control, and a chest X-ray was obtained daily to assess changes in PAP size. During the ICU stay, there were loculated pleural effusions secondary to ventilator-associated pneumonia, but complications related to the PAP, such as bleeding or rupture, were not observed. A follow-up chest CT performed 3 weeks after the injury showed resolution of the PAP with remnant pleural effusion (Figure 3) . The patient was discharged after receiving an operation for a pelvic bone fracture. 
Discussion
Despite the increased incidence of chest trauma, only five cases of a PAP following blunt chest trauma had ever been reported. 1 The most common non-traumatic aetiology of a PAP is an iatrogenic cause such as inserting a Swan-Ganz catheter or a chest tube or conventional angiography and surgical procedures. PAPs could also arise from vasculitis, infections, and neoplasms.
Our patient was presumed to have rapidly formed PAP secondary to a significant direct impact on the chest at the time of the accident, considering the severe multiple injuries. We considered the possibility that the tube thoracostomy might have caused the PAP, but the PAP was located far away from the chest tube, therefore less likely to have caused the PAP in this patient.
The most frequent symptom of a traumatic PAP could be haemoptysis, which could associate with considerable mortality. Other reported symptoms included chest discomfort, dyspnoea, and a nonproductive cough. However, patients could be asymptomatic in some cases and the PAPs would remain undetected. A chest CT or pulmonary angiography is the diagnostic test of choice to confirm a PAP. A PAP is commonly seen as focal lung opacity, a pulmonary nodule on a chest X-ray or a well contrast-enhanced round lesion that is isodense to the main pulmonary artery on CT. Therefore, haemoptysis or focal lung opacity on subsequent images is a clinical clue for diagnosing a traumatic PAP. In most cases, there would be a time delay between the injury and the subsequent detection of a PAP that could range from a few days to several months. However, the recent liberal use of CT as an initial evaluation of trauma patients should have increased the incidence of early detection of a PAP. In our case, the PAP was detected on follow-up chest CT performed 8 hours after the injury.
An aneurysmectomy, arterial branch ligation, resection of the pulmonar y parenchyma (lobectomy or pneumonectomy), or angiographic embolization are the operative treatment options for a PAP. 2, 3 In our patient, surgical repair via a thoracotomy was not feasible due to difficulty in accessing the PAP and the rupture risk, so the patient was managed conservatively. Fortunately, the PAP resolved, and no complications were observed. In literature, two cases of spontaneous resolution of a PAP had also been reported. 3, 4 Operative management has traditionally been recommended because of the risk of rupture leading to massive haemoptysis if a PAP is left untreated. Recently, less invasive treatments such as coil embolization and percutaneous injection therapy have been attempted to avoid surgery. 1, 5, 6 The decision for operative or nonoperative management would be difficult in asymptomatic patients without aggravation of radiographic findings.
Conclusion
A traumatic PAP is a rare complication after chest trauma and can be easily overlooked due to its nonspecific symptoms and rare occurrence. Delayed formation of a PAP may also contribute to the difficulty in diagnosis. However, a traumatic PAP should be considered in the differential diagnosis, and a chest CT or pulmonary angiography should be performed if persistent lung opacity is noted on a chest radiology image, or if haemoptysis is a presenting symptom after chest trauma or chest related procedures.
